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This report is the result of a Department of Human 

Services, Chapter 5100 Mental Health Procedures 

Act Survey conducted on August 15, 2023, at Holy 

Redeemer Hospital.  It was determined the facility 

was not in compliance with requirements of the 

Chapter 5100 Mental Health regulations.
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5100.23 (c) Admission and Commitment

5100.23  WRITTEN APPLICATION, PETITIONS, 

STATEMENTS AND CERTIFICATIONS

(c)  Substitutions for such forms occurs only with prior 

written approval from the Deputy Secretary for Mental 

Health.

This REGULATION is not met as evidenced by:

Completion 

Date:

09/01/2023

Status:

APPROVED

Date:

08/25/2023

Corrective actions will be 

implemented to ensure that no 

substitutions are made on the Form 

MH-781.

1. All substitute Form MH-781 

were removed from the unit on 

August 18, 2023 by the SBHU 

Program Director.

2. Nursing and social work staff 

involved in the admission process 

will be educated on the policy and 

requirements for not making 

substitutions on the Form MH-781.

a. The SBHU Program Director will 

educate the SBHU social workers on 

the above requirement on August 

24, 2023. 

b. The Nurse Manager will educate 

Nursing staff on the above 

requirement between 

August 24, 2023 and August 31, 

2023.

3.  100% of all SBHU charts will be 

reviewed by staff, as designated by 

the Program Director, to check for 

compliance with the use of original 
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Form MH- 781 during the first 90 

days of monitoring.  Once 

compliance has been 100% for three 

consecutive months, we will review 

30 SBHU charts per quarter.  Results 

of all chart reviews will be 

aggregated and reported to the 

Senior Behavioral Health Unit 

Medical Director, the Chief Nursing 

Officer and the Hospital Quality and 

Performance Committee.  Monitoring 

will begin on 09/01/2023 and 

ongoing thereafter as delineated 

above.

Ultimate responsibility for 

implementation of the Corrective 

Action Plan:  Chief Nursing Officer.
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Based on review of facility documents and interview 

with staff (EMP), it was determined the facility failed 

to obtain prior written approval from the Deputy 

Secretary for Mental Health, for the substitution of 

form MH-781 voluntary commitment form.

Findings include:

On August 15, 2023, surveyor requested the 

facility's prior written approval from the Deputy 

Secretary for Mental Health, to substitute the 

mandated MH-781 voluntary commitment form.  

None was provided.

Review on August 15, 2023, of facility document  

"Consent for Voluntary Inpatient Treatment"  

revealed the document was a substitution of the 

MH-781 form mandated by the Department.  This 

was evidenced by the sections "Description of 

Proposed Treatment Plan" and "Description of 

Proposed Restrictions and Restraints" were 

pre-filled with proposed treatments and restrictions.
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Interview with EMP1 and EMP2 on August 15, 

2023, at 2:07 PM confirmed the "Consent for 

Voluntary Inpatient Treatment" was not the 

MH-781 form mandated by the Department and 

confirmed the facility utilized pre-filled forms and 

confirmed they had not requested prior written 

approval from the Deputy Secretary for Mental 

Health for approval to substitute the forms.
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